D ramatic increases in violent crime in today's society are a growing national concern, and incidences of violence in health care settings reflect this trend (Blair, 1991) . Violence has been identified as a public health problem (Glasson, 1993) , a contemporary social issue, and an occupational hazard that should be viewed from an epidemiologic and preventive standpoint (Koop in Mahoney, 1991) . For the purposes of this study, violence is assault, or the use of physical force, either from an object or body with the intention of inflicting harm on another.
BACKGROUND
The nation is currently experiencing an epidemic of violence toward workers in the health care industry (Lipscomb, 1993) . Documented incidences in hospital settings include sexual assault, arson, battery, armed robbery, kidnapping, homicide, suicide, theft, and bomb threats (Kramer, 1991) . Nurses are being threatened, frightened, and injured by the same people for which they are caring. According to a February 1992 report in Hospitals (cited in American Nurses Association [ANA], 1992a), most of the violent incidents are tied to the spread of gang activity and drugs, as well as incidents involving distraught, psychiatric, or disturbed patients or visitors. Also significant, these trends are occurring at consistent rates in urban, inner city, and rural areas of the country. In rural settings the incidence of kidnapping
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from a health care facility is twice (25%) that of urban areas (12%). Nurses are the health care workers most at risk for violence (ANA, 1993) . As violence in health care settings escalates, nurses are at greatest risk for violence on the job, because it is a career where most employees are women, the nature of the work involves close proximity, the work is in shifts, and the worksite (i.e., hospital and clinic) is highly accessible and may not be secure.
Interestingly, most of the literature focuses on violence by patients against nurses in emergency rooms (ER) and psychiatric units. Mahoney (1991) found 67.3% of ER nurses had experienced physical assault some time during their career; men reported even greater frequencies of victimizations than did women in that setting. Nurses who worked evening or night shifts reported a higher percentage of incidents involving alcohol than nurses who worked days. Nurses who worked 12 hour shifts reported more incidents than those working 8 hours. In contrast, nurses in inpatient settings (medicalsurgical units) were most often victimized during high activity times such as meals and bathing.
High assault rates have been reported in outpatient clinics, nursing homes, and emergency rooms (Drummond, 1989) . However, by far the highest incidence of assault occurs in psychiatric settings (Carmel, 1989) , and injury to staff on psychiatric units is a major occupational risk.
Society in general tends to associate violent behavior with mental illness, and it is generally agreed that a certain number of those hospitalized with cognitive, perceptual, or behavioral disturbances exhibit assaultive behavior (Skodol, 1980) . Tardiff (1980) found 60% of males admitted to a psychiatric facility with diagnoses of psychosis had a history of assaultive behavior as did 70% of females admitted with similar diagnoses.
Using the Occupational Safety and Health Administration (OSHA) definition of occupational injury as one that results in death or in "lost workdays," loss of consciousness, restrictions of work or motion, termination of employment, transfer to another job, or medical treatment (other than first aid), Carmel (1989) found that nursing staff in a forensic unit sustained 16 injuries per 100 staff members. By comparison, work related injuries reported to OSHA during 1989 occurred at a rate of 8.3 per 100 full time workers in all industries, with the highest rate of 14.2 per 100 in the construction industry.
The health care literature does not address the problem of violence in nursing homes. There is also a dearth 74 of literature on assaults by persons other than clients.
In addition to coping with physical violence, nurses often must deal with the verbal and sometimes physical abuse of sexual harassment in the workplace. Defined as "unwelcome sexual conduct that interferes with an employee's ability to perform his or her job" (Zuffoletto, 1992) , sexual harassment also is identified as "one of the critical issues affecting nurses in the workplace"(ANA, 1992b) Dult (1982) found that over 60% of the sample of nurses had experienced sexual harassment in the preceding year. More recent research (Diaz, 1991) found that 64% of the nurses said they had experienced verbal abuse, and 53% stated they had been verbally insulted; 30% of the respondents indicated they had experienced some form of sexual harassment at least once every 2 to 3 months. An unpublished survey done at the University of Louisville (Marker as cited in ANA, 1992b) found that 35% of Kentucky nurses said they have been sexually harassed on the job, primarily by physicians.
According to Luegenbiehl (1993) the "guest" status of physicians in hospitals makes it easier to allow their sexual harassment to continue. Nurses who would not tolerate sexual harassment in other settings may stand for it in hospital settings because they have become desensitized. For some, the need to belong can make the nurse feel powerless to file a complaint. if Harassment of nurses by clients-is sometimes called "hidden harassment." The line between seductive behavior and harassment is a fine one. Clients, conditioned by the media which portrays nurses as sex objects, may misinterpret the nurse's friendliness. The nurse, on the other hand, may be unsure of clients' intent and hesitate to confront them (Heinrich, 1987) . One survey found nurses' most frequent experiences with sexual harassment were threats to have the nurses fired if they refused to respond to a particular demand (Cox, 1987) .
In Illinois, nurses believed workplace violence and sexual harassment to be such a problem, the 1991 Illinois Nurses Association (INA) House of Delegates passed a resolution establishing a task force to address the issues. Much publicized in Illinois also had been the rape of the nurse at Elgin Mental Health Center in 1992 (Towne, 1992) .
Freedom from workplace violence and sexual harassment is a human rights issue and, to a great extent, a women's issue. Nursing, which represents the largest group of health care providers, is also a 97% female profession. To attract and retain RNs in the profession it is necessary to assure an interpersonal work environment that is safe and conducive to interdisciplinary collaboration. To develop prevention and intervention strategies that address violence and/or sexual harassment, the prevalence and nature of the problems must be known.
ILLINOIS STUDY
The Illinois study sought to determine the prevalence and impact of violence and sexual harassment experienced by RNs in their workplace. The major impact variables were levels of job satisfaction. Other questions in _0____ _0_ _ ;. _ 0 _ the survey instrument focused on opinions about possible measures to prevent physical assault. A cross-sectional design was used in this study.
Method
A random sample of 1,130 of the approximate 107,000 nurses registered in the state of Illinois were selected to participate in a mail survey. The instrument used was the Nurse Assault Survey originally developed by the Nurse Assault Project Team in Ontario , Canada , and modified by the researcher. The original questionnaire had been pretested, and content validity for this instrument was established by the task force for workplace safety that reviewed the modified version. In addition, there was a .65 correl ation between respondents' rating of overall job satisfaction and their satisfaction as measured by a 14 item scale. The scale also had a high reliability (Cronbach's alpha = .87 and a split half correlation coefficient =.86).
Three hundred forty -five subjects completed the survey for a response rate of 30%. The sampling error was +/-5% at the 95% confidence level. Nearl y 70% (68.9%) of the respondents were between 30 and 49 years old. Seventy-five percent had more than 10 years' experience, and 60% had been in their present position for 5 years or less. Thirty-eight percent of the sample held a baccalaureate nursing degree , while 42% held a diploma or associate degree as their highest educational level.
Results
Sixty-four percent (63.6%) of those responding reported personal experien ce with sexual harassment. Perpetrators of the haras sment were most often patients/clients (72.8%) followed by physicians (57.9%). Of the 139 respondents who said they had been harassed during the past year, almost half (44.7%) reported 1 to 3 incidents, 16% reported 4 to 6 incidents, and an additional 17% reported more than 6 incidents. The most common experiences were being subjected to sexual innuendos or remarks (56.7%) followed by subjection to insulting or suggestive sounds (38.2%), and obscene ges-tures or inappropriate touching (32.9%).
Nurses who worked in community home health (64.7%) and occupational health (60.7%) were most often harassed. In hospital settings, harassment was most frequentlyreported in the operating room (50%), medicalsurgical area (48.0%), and the emergency room (47.4%).
Less than 40% (38.5%) of the survey respondents knew if their employers had a policy on sexual harassment. Almo st half (47.6%) were unsure. The respondents who had been sexually harassed were somewhat more likely to know if their employer had such a policy than those who had not been harassed (42.2% vs. 32.0 %). However, this difference was not statistically significant.
Chi-square, ANOVA, and relevant nonparametric tests were used as tests of statistical significance. Bivariate analysis showed significant relationships between sexual harassment and levels of job satisfaction. Those who had been harassed perceived significantly less power within the organization (P < .01) and significantly less decision making power in the health care system (P < .05).
A quarter (25.2%) of the respondent s had actually experienced physical assault, while an additional 3.8% had been sexually assaulted. Forty-two percent had been subjected to threats of physical harm. Patients were almost always (93.4%) the perpetrators of nonsexual physical assault, with nearl y a third (30.8%) being female. Physicians, however, were the most frequent perpetrators of sexual assault (See Table 1 ). Of the RNs who had been assaulted, 40.7% had been assaulted within the pastyear.
Injuries sustained were generally bruises or minor cuts and pain, although a quarter of those who had ever been physicall y assaulted reported they had required . treatment. Emotional reactions to assault most frequently reported were anger (61.7 %), anxiety (45.7%), and shock and disbelief (26.6%). Table 2 demonstrates that those working in long term care were most frequently assaulted (only) (14.3%), but more than half (55.6%) of those who worked in psychiatric units, and more than a third (36.8%) of those working in emergency rooms, reported the greatest frequency of both harassment and assault. About one third of those who had been harassed also had been physically assaulted. When asked about their perceptions of helpfulness of measures to prevent physical assault, those who had been assaulted were less likely to believe that either assertiveness training or self defense training would help much (P < .05), and they were less likely to believe that specialized security/police protection for violent patients would help much (P < .01). However, they were more likely to believe joint doctor/nurse decisions regarding patient/client admissions/discharges would help "a lot" (P < .05).
Interestingly, only 15% of the sample were sure their employer had a policy on violence .
Bivariate analysis (Mann-Whitney U'-test) showed a significant relationship between physical assault and levels of job satisfaction. Those who had been assaulted were significantly less satisfied with their present job (P < .01), and with their working relationships with physicians (P < .05). They also perceived less support from their supervisors, and less physical safety on the job (P < .05). They were also less likely to perceive that the employer protects nurses from on the job assault (P < .05). They more strongly agreed nurses should have both the authority to determine when additional security is necessary (P < .05), and that nurses are more frequently expected to deal with violent behavior (P < .01).
CONCLUSION
Nurses have the right to a safe work environment. The role of administrators in ensuring this right is to col-76 lectively acknowledge the problems of violence and sexual harassment in the health care setting, and develop policies, procedures, and programs to ensure these rights. Minimal implementation strategies should include provision of adequate staffing levels, development of a crisis team with protocols for handling violent situations, and implementation of a formal support system for those who have experienced harassment or assault.
Results of this survey demonstrate that registered nurses need to take an active role in fostering a work environment free from violence and sexual harassment. They need to be knowledgeable about institutional policies, and where none exist, they should work with administrators to develop them . Educational programs to help nurses (and other employees) deal with sexual harassment need to be developed. Aggression management techniques must be learned , environmental precautions must be taken, and procedures and protocols for handling violence in health care settings must be implemented.
Curricula in nursing education programs should address issues of workplace violence and sexual harassment. Research efforts must focus on differences in patterns of violence and sexual harassment in various work settings, and on the evaluation of prevention and intervention strategies.
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